Introduction
No guidelines focusing on the management of biliary infection (cholangitis and cholecystitis) have previously been published, and no worldwide criteria exist for diagnostic and severity assessment. "Charcot's triad" 1 is still used for the diagnosis of acute cholangitis. How-ever, these criteria were fi rst proposed in 1877 (level 4), more than 100 years ago. Here, and throughout the series, levels of evidence are stated for referenced articles in accordance with the Oxford Centre for EvidenceBased Medicine Levels of Evidence of May 2001 (see Table 1 ). However only 50%-70% of cholangitis patients present clinically with Charcot's triad. [2] [3] [4] [5] [6] [7] [8] In addition, Murphy's sign 9 (level 5) is useful (sensitivity of 50%-70% and specifi city of 79%-96%) in diagnosing cholecystitis, and this sign is widely used in every country. Moreover, as many of the symptoms and concepts of these diseases referred to in textbooks and reference books vary from those originally stated, the issue of worldwide criteria is problematic. In view of these unfavorable situations, we considered it necessary to clarify the defi nitions, concepts of disease, and treatment methods for acute cholangitis and acute cholecystitis and establish universal criteria that can be widely recognized and used.
A working group to establish practical Guidelines for the Management of Cholangitis and Cholecystitis was organized in 2003 (chief researcher, Tadahiro Takada). This project was funded by a grant from the Japanese Ministry of Health, Labour, and Welfare, and was supported by the Japanese Society for Abdominal Emergency Medicine, the Japan Biliary Association, and the Japanese Society of Hepato-Biliary-Pancreatic Surgery. The working group consisted of physicians engaged in gastroenterology, internal medicine, surgery, emer gency medicine, intensive care, and clinical epidemiology as the main members, and they started the work to prepare the Guidelines.
As the research progressed, the group was faced with the serious problem that high-level evidence regarding the treatment of acute biliary infection is poor. Therefore, an exective committee meeting was convened, and the committee came to the following decision: the Guidelines would be evidence-based in general, but areas without evidence or with poor evidence (such as diagnosis and severity assessment) should be completed by obtaining high-level consensus among experts worldwide.
We established a publication committee and held 12 meetings to prepare draft Guidelines in English (version 3). Then we had several discussions on these draft Guidelines with leading experts in the fi eld throughout the world, via e-mail, leading to version 4. Finally, an International Consensus Meeting took place in Tokyo, on 1-2 April, 2006, to obtain international agreement on diagnostic criteria, severity assessment, and management.
We now publish the "Tokyo Guidelines for the Management of Cholangitis and cholecystitis". These Guidelines consist of 13 articles, including "Discussion" sections containing comments of attendees at the consensus conference and analyses of audience voting at the meeting.
We hope that these Guidelines will help their users to give optimal treatment according to their own specialty and capability, and thus provide their patients with the best medical treatment.
Background of Tokyo Guidelines
Biliary infections (acute cholangitis and cholecystitis) require appropriate management in the acute phase. Serious acute cholangitis may be lethal unless it is appropriately managed in the acute phase. On the other hand, although various diagnostic and treatment methodologies have been developed in recent years, they have not been assessed objectively and none of them has been established as a standard method for the management of these diseases. We carried out an extensive review of the English-language literature and found that there was little high-level evidence in this fi eld, and no systematically described practical manual for the fi eld. Most importantly, there are no standardized diagnostic criteria and severity assessments for acute cholangitis and cholecystitis, therefore, we would like to establish standards for these items. The Tokyo Guidelines include evidence-based medicine and refl ect the international consensus obtained through earnest discussions among professionals in the fi eld on 1-2 April, 2006, at the Keio Plaza Hotel, Tokyo, Japan. Concerning the defi nitions in the practice guidelines, we have applied to the Japanese Institute of Medicine: Committee to Advise the Public Health Service on Clinical Practice Guidelines, to approve the systematically developed Guidelines to assist practioner and patient decisions about appropriate healthcare for specifi c clinical circumstances.
Notes on the use of the Guidelines
The Guidelines are evidence-based, with the grade of recommendation also based on the evidence. The Guidelines also present the diagnostic criteria for and severity assessment of acute biliary infection. As the Guidelines address so many different subjects, indices are included at the end for the convenience of readers.
The practice Guidelines promulgated in this work do not represent a standard of practice. They are suggested plans of care, based on best available evidence and the consensus of experts, but they do not exclude other approaches as being within the standard of practice. For example, they should not be used to compel adherence to a given method of medical management, which meth-od should be fi nally determined after taking account of the conditions at the relevant medical institution (staff levels, experience, equipment, etc.) and the characteristics of the individual patient. However, responsibility for the results of treatment rests with those who are directly engaged therein, and not with the consensus group. The doses of medicines described in the text of the Guidelines are for adult patients.
Methods of formulating the guidelines
With evidence-based medicine (EBM) as a core concept, the Guidelines were prepared by the Research Group on the Preparation and Diffusion of Guidelines for the Management of Acute Cholangitis and Acute Cholecystitis (chief researcher, Tadahiro Takada), under the auspices of the Japanese Ministry of Health, Labour, and Welfare, and the Working Group for Guideline Preparation, whose members were selected from experts in abdominal emergency medicine and epidemiology by the Japanese Society for Abdominal Emergency Medicine, the Japan Biliary Association, and the Japanese Society of Hepato-Biliary-Pancreatic Surgery.
In principle, the preparation of the Guidelines progressed with the systematic search, collection, and assessment of references for the objective extraction of evidence. Next, the External Assessment Committee examined the Guidelines. Then we posted the draft guidelines on our website and had four open symposia, bginning in September 2004, to gain feedback for further review. Subsequently, a Publication Committee was set up, and this committee had 12 meetings to prepare draft Guidelines.
Re-examination of the draft Guidelines was then performed, via e-mail, with experts on cholangitis and cholecystitis throughout the world. After fi nal agreement was reached at the International Consensus Meeting, held in Tokyo in April 2006, "the Tokyo Guidelines for the Management of Acute Cholangitis and Cholecystitis" were completed.
The process of extending the literature search
The literature was selected as follows: Using "cholangitis" and "cholecystitis" as the medical subject heading (MeSH; explode) or the key search words, approximately 17 200 items were selected from Medline (Ovid; 1966 to June 2003). These articles were subjected to a further screening with "human" as the "limiting word". This screening provided 9618 items in English and in Japanese. A further 7093 literature publications were obtained from the Japana Centra Revuo Medicina (inter net version), using "cholangitis", "cholecystitis", and "biliary infection" as the key words, with further screening with "human" as the "limiting word". This process provided 6141 items. After the titles and abstracts of a total of 15 759 works were examined by two committee members, 2494 were selected for a careful examination of their full texts.
Other literature quoted in these selected works, together with works suggested by the specialist committee members, were included in the examination.
To evaluate each article, a STARD (standards for reporting of diagnostic accuracy) checklist (Table 1) 12 was considered important. The purpose of this checklist is to evaluate the format and study process, in order to improve the accuracy and completeness of the reporting of studies of diagnostic accuracy.
However, the STARD checklist is not suitable for classifying various categories (e.g., therapy, prevention, etiology, harm, prognosis, diagnosis, differential diagnosis, economic and decision analysis) and levels of evidence. Therefore, in the Guidelines, the science-based classifi cation used by the Cochrane Library (Table 2 ) was adopted.
The evidence obtained from each item of reference was evaluated in accordance with the science-based classifi cation used by the Cochrane Library (Table 2) , and the quality of evidence for each parameter associated with the diagnosis and treatment of acute biliary infection was determined. As stated above, the level of evidence presented by each article was determined in accordance with the Oxford Centre for Evidence-Based Medicine Levels of Evidence (May 2001), prepared by Phillips et al. 13 ( Table 2 ). The terms used in the categories are explained in the footnote to Table 2 .
Categories of evidence and grading of recommendations
Based on the results obtained from these procedures, grades of recommendation were determined, according to the system for ranking recommendations in clinical guidelines [14] [15] [16] shown in Table 3 , and mentioned, as required, in the text of the Guidelines. The grades of recommendation in the Guidelines are based on the Kish 14 method of classifi cation and others. 15, 16 Recommendations graded "A" (that is, "do it") and "B" (that is, "probably do it"), are based on a high level of evidence, whereas those graded "D" (that is, "probably don't do it") or "E" (that is, "don't do it") refl ect a low level of evidence. or "fi rst principles"
Users can add a minus-sign "−" to denote the level that fails to provide a conclusive answer because of: EITHER a single result with a wide confi dence interval (such that, for example, an ARR in an RCT is not statistically signifi cant but whose confi dence intervals fail to exclude clinically important benefi t or harm) (Note #1), OR a systematic review with troublesome (and statistically signifi cant) heterogeneity (Note #2). Such evidence is inconclusive, and therefore can only generate grade D recommendations (Note #3) SR, Systematic review; RCT, Randomized controlled trial; ARR, absolute risk reduction a By homogeneity, we mean a systematic review that is free of worrisome variations (heterogeneity) in the directions and degrees of results between individual studies. Not all systematic reviews with statistically signifi cant heterogeneity need be worrisome, and not all worrisome heterogeneity need be statistically signifi cant. As noted above, studies displaying worrisome heterogeneity should be tagged with a "−" at the end of their designated level Validating studies test the quality of a specifi c diagnostic test, based on prior evidence. An exploratory study collects information and trawls the data (e.g., using a regression analysis) to fi nd which factors are "signifi cant"
e Good reference standards are independent of the test, and are applied blindly or objectively to all patients. Poor reference standards are haphazardly applied, but still independent of the test. Use of a nonindependent reference standard (where the "test" is included in the "reference", or where the "testing" affects the "reference") implies a level 4 study f Good follow-up in a differential diagnosis study is >80%, with adequate time for alternative diagnoses to emerge (e.g., 1-6 months, acute; 1-5, years, chronic) g Met when all patients died before the Rx became available, but some now survive on it; or when some patients died before the Rx became available, but none now die on it h An "absolute SpPin" is a diagnostic fi nding whose specifi city is so high that a positive result rules-in the diagnosis. An "absolute SnNout" is a diagnostic fi nding whose sensitivity is so high that a negative result rules-out the diagnosis i Better-value treatments are clearly as good but cheaper, or better at the same or reduced cost. Worse-value treatments are as good and more expensive, or worse and equally or more expensive j Split-sample validation is achieved by collecting all the information in a single tranche, then artifi cially dividing this into "derivation" and "validation" samples k
By poor-quality cohort study, we mean one that failed to clearly defi ne comparison groups and/or failed to measure exposures and outcomes in the same (preferably blinded), objective way in both exposed and nonexposed individuals, and/or failed to identify or appropriately control known confounders, and/or failed to carry out a suffi ciently long and complete follow-up of patients.
By poor-quality case-control study, we mean one that failed to clearly defi ne comparison groups and/or failed to measure exposures and outcomes in the same (preferably blinded), objective way in both cases and controls and/or failed to identify or appropriately control known confounders l By poor-quality prognostic cohort study, we mean one in which sampling was biased in favor of patients who already had the target outcome, or the measurement of outcomes was accomplished in <80% of study patients, or outcomes were determined in an unblinded, nonobjective way, or there was no correction for confounding factors Good, better, bad, and worse refer to the comparisons between treatments in terms of their clinical risks and benefi ts 
Discussion at the Tokyo International Consensus Meeting
Tadahiro Takada (Japan): "Dr. Strasberg, please explain the difference between a 'Guidelines' and 'Standards' in your mind?" Steven Strasberg (USA): "To me, 'guidelines' represent a suggested course of action based on available evidence. They do not imply that other courses of action are below an acceptable level of care. Practice 'standards' are different, in that they imply that actions other than those listed as acceptable practice standards are below the level of acceptable care. It is particularly true that, in an area in which high levels of evidence are not available, that guidelines are not construed to be standards. Reliance on expert opinion to form guidelines may be useful, but even a consensus of experts may not be correct. For this reason a statement of the following type should be inserted in the introduction. 'The practice guidelines promulgated in this work do not represent a standard of practice. They are a suggested plan of care based on best available evidence and a consensus of experts, but they do not exclude other approaches as being within the standard of practice'." Table 3 . Grading system for ranking recommendations in clinical guidelines [14] [15] [16] Grade of recommendation 
